Abstract:TOLAC (Trial of Labor after cesarean section) is an acceptable individualized option for
Introduction
The expectant attitude and individualization with respect to the management of pregnancy and labour in patient with previous caesarean section for non recurrent and even for recurrent indication are not only desirable but denote sound obstetric practice(sentilhes et al, 2013) .
II. Aim Of The Study
The aim of the studyis to analyze a large number of cases admitted with previous cesarean section who deliver vaginally. The factors that influence the successful outcome, perinatal morbidity, mortality and maternal morbidity, mortality are also analysed.This is to encourage women with history of previous caesarean section for vaginal delivery, in carefully selected cases and to reduce the rate of repeat section, complications and sequelae following the procedure.
III. Materials And Methods
The present study was undertaken from June 2015 to May 2016 in the department of Obstetrics and Gynaecology at Coimbatore medical college hospital, Coimbatore. One hundred and fifty cases of previous caesarean section were studied. In this series most of the patients had been operated previously in this hospital and only about 10% cases were operated elsewhere. Except 3% of cases, others were able to give correct data regarding their previous surgery.
The unbooked cases got admitted either early or late in labour. The booked cases were admitted around 38 th week. During each visit BP, & weight were recorded, the height of the uterus, presentation noted and following investigation carried out. 1. Urine -for albumin, sugar, deposits 2. Haemoglobin estimation 3. Blood grouping and RH typing 4. Serum VDRL
Ultrasonography
Patients with complication like anemia, pregnancy induced hypertension were excluded from the study. Patients without complications were admitted 2 weeks before expected date of delivery for observation and evaluation as, to the type of delivery. In each case, a clinical assessment of pelvis was carried out after 38 th week of pregnancy. During labour theatre personnel, anaesthetist, and pediatrician were alerted. Compatible blood was kept ready and sedation was given during first stage of labour. A close vigilance was maintained regarding maternal pulse, blood pressure, hydration and temperature. Cardiotocogram was used to monitor foetal heart rate and uterine contractions. Presence of scar tenderness and supra -pubic bulge was looked for. Finally, partograph was used to monitor the progress of labour.
Oxytocin for acceleration of labour was done in selected cases and carefully monitored. Forceps was usually applied to cut short second stage of labour. Routine scar exploration was not carried out in all patients following third stage of labour. The condition of the baby like Apgar at 1 of 5 min, weight, sex and type of delivery recorded. During the immediate post partum period and subsequent post natal follow up the condition of the mother and neonate were closely observed for detection of any complication and managed accordingly.
IV. Observation And Discussion
Independent judgement is required for each previous caesarean pregnancy regarding its outcome. The management depends on, the indication of previous caesarean, type of incision, presentation and period of gestation. The present study comprised of 150 cases, of previous caesarean section, planned to undergo trial of labour. Among the 150 cases, 54 patients delivered vaginally and the other 96 cases were taken up for repeat caesarean, due to various causes. The observation made from these 54 cases are depicted in different tables and analysis was done, considering several aspects.
The incidence of vaginal birth after caesarean in the present study is 36%. The largest population based study reported a rate of 60.4 percent. The combined vaginal delivery rate for all prospective cohort studies, largely conducted in tertiary care centers and University settings, was 75.9 percent (2). A marked decline in VBAC occurred after the change in ACOG vaginal birth afterCesarean policy. Multiple factors have contributed to this decline, including patients refusing VBACafter counseling and inability of institutions to meet ACOG guidelines.
Also, the decline in VBAC rate and counselling the patient for VBAC was found to be influenced by the experience of consultant, previous involvement in the care of women with uterine rupture complicated by maternal or neonatal complications, and at the same time obstetrician'spreviousinvolvement in cesarean delivery related medical malpractice litigation. From the above table, it is observed that majority of women -72%, who delivered vaginally belonged to the age group 21 -30. In Flamm et al (1990) also showed that the maximum number of cases were of age group 26 -35, which was comparable to our study. The above table shows that majority 75.93% of the women were second gravida with history of one previous sectionWhich was compareable to Flamm et al series. In the majority of cases, interval of time between previous caesarean section and the present pregnancy was 1 -2 years. In the present study, 6 cases had history of vaginal birth before caesarean section, 4 cases had history of vaginal after caesarean section which was comparable to previous studies where Jhaveri's series, (80.6%) delivered vaginally.V.K. Singh (1995) in his series reported 83.33% success rate in women who had history of vaginal delivery after caesarean section.This indicates that if a women had one or more full term normal deliveries before or after her last caesarean section, she stands a better chance of vaginal delivery again. This table shows that there is no recurrent indication for repeat caesarean section.In the present study of 150 cases, 96 (64%) of them underwent repeat caesarean section for foetal distress, threatened rupture, prolonged labour and failure to progress.Incidence of repeat caesarean section 64%The reported incidence of repeat caesarean in selected women with previous caesarean pregnancy are as follows. 50% of cases in our study delivered spontaneously, the remaining cases needed assistance in the form of outlet forceps.
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DOI: 10.9790/0853-1601020711 www.iosrjournals.org In our study majority of cases were admitted in active labour and delivered within 8 hours. In previous caesarean women with history of vaginal birth, the total duration of labour was 6.3 ± 1.3 hrs, which was comparable with the study done by Guise et al., 2005 (2) . Majority of babies weighed between 2.6 -3 kg, and maximum weight of the baby delivered vaginally in one study weighed -3.4 kg Fetal weight was assessed clinically beforelabour and if evaluated more than 3.5 kg repeat caesarean was done. In our study, morbidity was seen in 2 babies, one developed jaundice due to ABO incompatibility and the other baby was asphyxiated due to prolonged labour but both recovered One of the cases had post partumhaemorrhage due to atonicity, and recovered completely with blood transfusion and other supportive measures like oxytocin and prostaglandins.
Two patients had scar dehiscence which was noticed intraoperatively when repeat caesarean was performedfor fetal distress.
Sub total hysterectomy was done for an unbooked case. The indication for previous caesarean was placenta praevia. After a short trial of labour, patient had fresh vaginal bleeding. On laparotomy there was a broad ligament haematoma and subtotal hysterectomy was done.
Scar rupture in the present study -Nil as compared to the previous studies where the incidence was reported as 0.2%(9)In our study, there was no maternal death.
V. Summary And Conclusion
150 cases of previous caesarean were given trial of labour of which 54 delivered vaginally. Hence the incidence of VBAC is 36%. Majority of the cases in the study belonged to the age group of 21-30 years. 1. Among the 54 cases Para1 -75.93% (41 cases) Para 2 -24.07% (13 cases)
4.
Indication for caesarean section in the previous pregnancy was not known in 29.6% and another 29.6% were operated for foetal distress. 5. 50% of the cases delivered spontaneously, outlet forceps used in another 46%. 6. 51% of patients delivered within 4-8 hrs. 7. The average birth weight of foetus delivery vaginally was 2.6-3 kg in 83.3%. 8. Perinatal mortality was 1.8%, after excluding intra uterine deaths, prematurity and congenital anomalies. 9. Serious complication in the form of post-partum haemorrhage (1.8%) and scar dehiscence(3.7%) noticed.
No rupture of uterus and no maternal deaths in this study. 10. 66.6% of them underwent puerperal sterilisation.
It decreases the duration of hospital stay and is cost effective.
VI. Conclusion
To conclude, majority of the cases with previous caesarean section could be considered for vaginal delivery and to reduce the rate of unnecessary caesarean section.The old dictim" Once a caesarean always a caesarean" should be changed to "Once a caesarean always an institutional delivery".
The art of surgery may be necessary to perform what may be a difficult caesarean section, but to decide if this is necessary and to choose the ideal moment to deliver the child is definitely the art of obstetrics.In patients without any risk factors and history of a previous caesarean delivery, the risks of maternal and perinatal mortality and morbidity are similar between TOL and ERCD. Nevertheless TOL has a favorable benefit/riskbalance in most cases and its successreduces the risk of short and longtermmaternal complications.
